M edical advances have led to an increased survival rate for people with severe traumatic brain injury (TBI) (Ashley et al, 1997; Lefebvre et al, 2005) . Surviving the initial trauma can mark the start of an uncertain future for the client and their caregivers, characterized by a complex web of physical and psychosocial impairments (Oddy and Herbert, 2003; Mateer et al, 2005; Verhaeghe et al, 2005; Duff, 2006) . Psychosocial problems are considered to be the most disabling sequelae of TBI (Stilwell et al, 1999; Blundon and Smits, 2000; Trombly et al, 2002; Dikmen et al, 2003; Lefebvre et al, 2005; Eriksson et al, 2006) . The full extent of these defi cits often does not emerge until some time after hospital discharge, when diffi culties in community reintegration become evident (Ponsford, 1995; Caetano and Christensen, 1999) .
The long-term impact of a TBI is closely associated with the severity of injury sustained, with more severe injuries leading to greater defi cits. A diagnosis of a severe brain injury results from one or more of the following criteria: Table 1 details the participant-specifi c inclusion criteria. Studies were also considered in which the participants were the carers of adults with TBI who met the criteria. mary caregivers (Paterson et al, 2001 ; Marks and Daggett, 2006) . Interventions used in inpatient rehabilitation have been criticized for having limited relevance to client's social and physical environments (Powell, 1999) . There is evidence that individuals with TBI and their caregivers continue to have high levels of unmet need following discharge from inpatient rehabilitative services (Kersel et al, 2001; Mellick et al, 2003; Eriksson et al, 2006) . These factors combine to support the need for enhanced community services to help meet the long-term rehabilitation needs of adults with TBI (Wade, 2003) .
Participants
There is debate in the literature regarding the definition of community-based rehabilitation (Wade, 2003; World Federation of Occupational Therapy, 2004) . For the purpose of the current review it is defi ned as rehabilitation that takes place within the client's physical and social environment, for example in their home or other community facility (Powell, 1999; Wade, 2003; Sakellariou and Pollard, 2006) . Hospital-based services are excluded from this definition. The aim of community rehabilitation is to enhance the client's quality of life and functional independence in the context of their regular roles and routines (Powell, 1999; Rice-Oxley and Turner Stokes, 1999) and to minimize the practical and psychological impact on the carers (Tyerman, 1999; Wood and Worthington, 1999) .
The UK government has recently pledged to increase the accessibility and availability of community services (Department of Health, 2006) but community-based head injury teams have been slow to develop (Lefebvre et al, 2005) . Having highlighted the need for extended community rehabilitation for adults with TBI; it becomes imperative to identify the factors infl uencing the effectiveness of such programmes. Resources can then be targeted to providing the most effective interventions.
A background literature review revealed a wealth of studies purporting to examine the efficacy of community rehabilitation programmes, however, the lack of a consistent defi nition of community rehabilitation is problematic. The current evidence for community rehabilitation covers a broad spectrum of services, the majority of which are based in outpatient or day-hospital units. The location and context of these programmes is not consistent with the concept of community rehabilitation being planned and delivered in the client's social and physical environment. The evidence-base informing the shift towards community-based services, as defi ned by the location of service delivery, is in its infancy (Rice-Oxley and Turner Stokes, 1999; Wade, 2003; Johnston et al, 2006) . A rigorous, well-defi ned systematic review of the current literature is therefore warranted to guide service development, facilitate evidence-based practice and to indicate directions for future research. 
Outcome measures
Outcomes of interest were those that measured the quality of life, functional independence, physical, psychological and social functioning, and community participation of adults, and their caregivers affected by severe TBI.
Search strategy and study selection
Figure 1 details the process of study selection. One reviewer (LE) carried out the four-tiered search strategy, and screened all the study titles (n=878) for relevance to the research topic. Two reviewers (LE and ZT) independently sifted the abstracts (n=153) which led to 34 studies being identifi ed for potential inclusion. Two reviewers independently reviewed the full text of these studies and the inclusion and exclusion criteria were applied. A third party (CB) was consulted for arbitration when consensus could not be reached following discussion between the reviewers regarding the inclusion of one paper. This process led to 11 articles being selected for fi nal review, and these were appraised by the main author (LE).
Critical appraisal
The methodological quality of the studies was assessed using the Law et al (1998) McMaster Critical Review Tool for Qualitative and Quantitative Research. This tool is designed for appraising research evidence in relation to occupational therapy practice and enables comparison between different types of study design. Occupational therapy interventions aim to maximize functional independence and quality of life. This is consistent with the ethos of community rehabilitation programmes for adults with TBI, which often involves a range of professional disciplines. The McMaster tool was selected as it relates specifi cally to allied health research; it can be used to appraise both qualitative and quantitative research; it includes clear guidelines on the interpretation of each aspect of critical appraisal, and the appraisal process results in a non-numerical summary of overall study quality. All critical appraisal tools have limitations (Katrak, 2004) ; it was therefore decided to create an additional quality checklist based on the synthesis of four critical appraisal tools (Law et al, 1998; Batavia, 2001; Walsh and Wigens, 2003; Humphris, 2005) , which addressed aspects of research quality not included in the McMaster tool. The overall quality of each study was determined using a combination of the detailed appraisal from the McMaster form, and the quality checklist. Studies were rated either as high quality, medium quality or low quality. Potential sources of bias affecting the study fi ndings were weighted according to their likely impact on the overall study quality. Factors with highest weighting included sample size, length of follow-up period and use of appropriate control groups.
Data collection
A data extraction form was composed to elicit the information needed to address the review question. The form was piloted and amended to ensure that the necessary information was extracted. Authors were contacted by email when there was insuffi cient detail to complete the data extraction tables; this yielded a low response rate. critical appraisal to enable best evidence synthesis (Slavin, 1995) . The level of internal and external validity dictates the overall quality of a study. Internal validity relates to the extent to which error and bias are minimized, where high internal validity implies that the outcome of a study is owing to the effect of the treatment. External validity refers to the extent to which the fi ndings can be generalized to the population of interest (Batavia, 2001 ). There are differing views regarding the relationship between internal and external validity. Khan et al (2001) consider internal validity to be a prerequisite for external validity, whereas Batavia (2001) argues that studies rarely have both high internal and external validity. He suggests that in the area of neurological rehabilitation, internal validity is often compromised in favour of external validity.
Data synthesis
In this review the critical appraisal tool (Law et al, 1998) emphasized the importance of internal validity over external validity. Although the studies deemed to be low quality may have been susceptible to internal biases, the research methods employed may be more likely to refl ect the reality of clinical practice, hence increasing their external validity. Best evidence synthesis credits equal value to internal and external validity (Slavin, 1995) . Therefore in line with best evidence synthesis, it was decided that all reviewed studies would be included in the fi nal report, while ensuring that the conclusions drawn refl ect the strength of evidence as determined by the quality of the research.
FINDINGS
Eleven studies were included in the fi nal review; two were assessed as being high quality (Bell et al, 2005; Powell et al, 2002a ) fi ve were medium quality (Thomas, 2004; Sinnakaruppan et al, 2005; Walker et al, 2005; Carnevale et al, 2006; Smith et al, 2006) and four were rated as being low quality (Bowen et al, 1999; Carnevale et al, 2002; Hibbard et al, 2002; Ponsford et al, 2006) . Table 2 summarizes the key characteristics of the reviewed studies.
Programme characteristics
Nature of the rehabilitation approaches used Six approaches to community rehabilitation were identified. Four studies evaluated the effect of interdisciplinary team rehabilitation programmes (Bowen et al, 1999; Powell et al, 2002a; Ponsford et al, 2006; Smith at al, 2006) . Two studies investigated the effects of a home-based behavioural management programme (Carnevale et al, 2002; Carnevale et al, 2006) . Two studies piloted outdoor experiential education programmes (Thomas, 2004; Walker et al, 2005) . Bell et al (2005) evaluated a telephone counselling service; Sinnakaruppan et al (2005) piloted an educational training programme involving clients and carers and Hibbard et al (2002) evaluated the impact of a communitybased peer support programme.
Bell et al (2005) carried out a high quality randomized controlled trial to establish the effectiveness of a telephone counselling service involving motivational interviewing, goal setting, problem solving and educational techniques. The intervention group demonstrated improvements in quality of life and functional status. No effect was detected in social or leisure participation, behavioural symptoms or occupational status.
Two studies (Carnevale et al, 2002; Carnevale et al, 2006) provide preliminary support for the use of natural setting behavioural management programmes (NSBM) in reducing problem behaviours, although neither study demonstrated an effect on caregiver stress or family functioning. Sinnakaruppan et al (2005) piloted group educational training programmes targeting memory, executive and emotional dysfunction. A positive relationship emerged between the intervention and quality of life, emotional and psychological well-being and independence in activities of daily living ( Table 3) .
Thomas (2004) and Walker et al (2005) evaluated a goal-orientated outward-bound programme. Participants in Thomas's (2004) study reported improved quality of life, greater self-awareness of functional defi cits and improved coping strategies after completing the programme. Walker et al (2005) found no overall effect on participants' emotional and psychological wellbeing on standardized measures, but found participants achieved over 80% of their goals in social and leisure participation and occupational status.
The four studies which evaluated the effectiveness of interdisciplinary team community rehabilitation (Bowen et al, 1999; Powell et al, 2002a; Ponsford et al, 2006; Smith et al, 2006) involved collaborative goal setting between the client, carers and therapists. Powell et al (2002) found that interdisciplinary team rehabilitation led to improved functional independence. None of the interdisciplinary team community rehabilitation programmes showed an effect on anxiety, depression, social functioning or employment status. Variation between the studies in team composition, participant characteristics and methodological quality, coupled with lack of detail regarding treatment duration and intensity mean there is insuffi cient evidence to identity the most infl uential factors in determining the effectiveness of community interdisciplinary team rehabilitation programmes.
Hibbard et al (2002) 
Research (PAR) approach to evaluate the effi cacy of a mentor-peer support partnership programme. Although rated as low quality on quantitative criterion, this study provides qualitative support for the potential benefi t of peer-mentor programmes in improving the quality of life, emotional and psychological wellbeing, and knowledge of TBI of clients and carers.
Carer involvement in the rehabilitation process Eight of the eleven reviewed studies (Bowen et al, 1999 , Carnevale et al 2002 , Hibbard et al, 2002 Powell et al, 2002a; Sinnakaruppan et al, 2005; Carnevale et al, 2006; Ponsford et al, 2006; Smith et al, 2006) involved carers in the intervention and/ or evaluation stages of the community rehabilitation programmes. None of the three studies assessing the impact of community rehabilitation on family functioning demonstrated an effect (Carnevale et al, 2002; Carnevale et al, 2006; Smith et al, 2006) . This is likely to be associated with the lack of family involvement in the rehabilitation process. Family systems theory posits that in order for family functioning to improve, the entire family unit must be involved in the intervention process, not just the main carer and client (Gill and Wells, 2000; Kreutzer et al, 2002; Verhaeghe et al, 2005; Duff, 2006; Gan et al, 2006) .
Comparison of individual and group rehabilitation programmes
Seven studies evaluated community rehabilitation involving individualized therapy programmes (Bowen et al, 1999; Carnevale et al, 2002; Powell et al, 2002a; Bell et al, 2005; Carnevale et al, 2006; Ponsford et al, 2006; Smith et al, 2006) . Four studies evaluated community rehabilitation programmes involving group work or partnerships (Hibbard et al, 2002; Thomas, 2004; Sinnakaruppan et al, 2005; Walker et al, 2005 = Community rehabilitation demonstrated a positive effect on the performance area; × = Community rehabilitation demonstrated no effect on the performance area; x = Performance area not evaluated; *These areas were assessed through evaluation of self-identifi ed goals; rehab: rehabilitation effects than those involving individual therapy programmes. There is also qualitative evidence that peer support from group programmes improves psychosocial functioning (Hibbard et al, 2002; Thomas, 2004) . Other research which failed to meet the inclusion criteria by a narrow margin could lend support to the benefi ts of peer-support groups for TBI clients in facilitating improvements in quality of life and psychosocial functioning (Armengol, 1999; Vandiver and Christofero-Snider, 2000; Bedard et al, 2003; Forman et al, 2006) .
Treatment intensity and duration
The intensity and duration of the community rehabilitation programmes varied considerably. Owing to the variation in details provided, it was not possible to establish the number of therapy hours per month for each study. It is therefore diffi cult to draw conclusions on the effect of treatment intensity on rehabilitation outcomes. Increased treatment intensity has been associated with improved outcomes in inpatient rehabilitation following TBI settings (Shiel et al, 2001; Cifu et al, 2003) . The relationship between treatment outcomes and the length and intensity of community rehabilitation is less clear, and needs further investigation.
Participants characteristics
A variety of client variables have been shown to infl uence outcomes following TBI rehabilitation. These include demographic factors, injury variables, pre-injury risk factors and social factors (Johnston and Miklos, 2002; Powell et al, 2002b) . The inclusion criteria were aimed at reducing the effect of these confounding variables but owing to the heterogeneous nature of the client group, it is not possible to account for all sources of variation. Participants varied in the length of time between sustaining their injuries and beginning community rehabilitation. Combining the results for those who were less than a year post-injury, and those over 2 years post-injury may skew the fi ndings, as spontaneous recovery may advantage the outcomes of those with recent injuries.
The link between rehabilitation outcomes and the period of time since sustaining the injury was considered. Four studies (Powell et al, 2002a; Thomas, 2004; Sinnakaruppan et al, 2005; Walker et al, 2005) demonstrated that participants who were several years post-injury made notable improvements in function and quality of life. This contests the notion that the window of recovery following TBI is limited to the fi rst 2 years (Coetzer and Rushe, 2005) . Rehabilitation outcomes may be more infl uenced by the client's level of motivation, compliance to rehabilitation and self-awareness of defi cits (Sabin, 2005) .
Outcomes areas and outcome methods
Evidence for the effi cacy of community rehabilitation programmes may be infl uenced by the choice of outcome areas and assessment tools used. Outcome measures should refl ect the multidimensional nature of the rehabilitation process (Ponsford et al, 1999) and should capture clinically signifi cant changes in function, rather than solely statistically signifi cant changes (Cicerone, 2004) .
A variety (n=41) of standardized assessment tools, self-report measures and qualitative techniques were used to evaluate the effi cacy of the community rehabilitation programmes. The 41 outcome measures were listed and then categorized into broader groups according to the areas of function or defi cit they assessed. This resulted in 11 broad outcome areas being identifi ed, which are listed in Table 3 .
Several limitations associated with the methods of outcome assessment warrant attention. First of all, several studies used outcome measures designed for use in inpatient settings to capture the community functioning of adults with TBI. Measures used out of context are more liable to ceiling effects and therefore may not give an accurate representation of function (Powell et al, 2005) Secondly, evidence has shown that standardized measures often do not accurately refl ect a client's level of day-to-day functional independence (Sbordone, 2001; Wilson, 2003) . In light of this, the results for the fi ve studies (Bowen et al, 1999; Powell et al, 2002a; Bell et al 2005; Ponsford et al, 2006; Sinnakaruppan et al 2006) which used standardized measures to assess functional independence may need to be treated cautiously. Thirdly, outcomes assessed by self-report tools may be liable to the effects of subjectivity, response shift and social desirability bias (Bowling, 2002; Johnston and Miklos, 2002; Johnston et al, 2006) . This potentially threatens the reliability of fi ndings for all reviewed studies as the majority of outcomes were assessed using self-report tools.
Qualitative approaches and individualized goal setting are alternative means of assessing outcomes which may have greater relevance to client's daily function. The use of self-identifi ed goals may not stand up to rigorous statistical scrutiny, but the clinical signifi cance of clients meeting their rehabilitation goals should be recognized. Individualized goal setting is congruent with the philosophy of clientcentred rehabilitation, but caution must be exercised when working with clients who have impaired selfawareness (Malec, 1999; Russell and Powell, 1999; Liu et al, 2004) as they may set unrealistic rehabilitation goals. The frustration associated with unattainable goal setting could have a detrimental effect on clients' adherence to treatment programmes (Levack et al, 2006) . Similarly, if the goals do not provide a challenge, they will be of little therapeutic benefi t.
Review
Improved quality of life has been identifi ed as the ultimate goal of community rehabilitation (Johnston and Miklos, 2002) . Attempts to defi ne and conceptualize this complex construct has led to a range of definitions. Some emphasize the relationship between expected levels of function and actual levels of function and others focus more on overall measures of wellbeing and satisfaction. The lack of a consistent defi nition and the variety of assessment tools may result in quality of life being sidestepped in clinical practice and research outcomes (Bowling, 2002; Corrigan et al, 2001; Mailhan, 2005; SteadmanPare et al, 2001 ). The inclusion of quality of life as a stand-alone rehabilitation outcome corresponds to a client-centred rehabilitative model of practice. This also refl ects the fact that quality of life cannot be predicted solely on the basis of improvements in physical or psychosocial functioning (Wood and Worthington, 1999; Corrigan et al, 2001; SteadmanPare, 2001; Cicerone, 2004; Mailhan, 2005) .
The Post Acute Rehabilitation Measure (Powell et al, 2005) was designed to measure the extent of disability and participation restriction of adults with TBI living in the community. It comprises a 56-item questionnaire, completed by the carers of adults with TBI across fi ve functional domains; self-care, emotion, cognition, movement and communication. Initial trials have shown promising validity and reliability (Powell et al, 2005) . If further trials confi rm the usefulness of this measure, it may be a valuable tool for community rehabilitation teams working with adults with TBI; overcoming some of the limitations of other standardized assessments.
When considering the overall treatment effects of the reviewed studies (Table 3) , it can be seen that the majority of functional outcome areas were largely resistant to change. The two outcome areas which demonstrated greatest treatment effect were quality of life and functional independence. Of the seven studies (Bowen et al, 1999; Hibbard et al, 2002; Powell et al, 2002a; Thomas, 2004; Bell et al, 2005 Sinnakaruppan et al 2005 Ponsford et al, 2006) which assessed the effect of community rehabilitation on quality of life and functional independence, the only two which failed to show a treatment effect were methodologically weak (Bowen et al, 1999; Ponsford et al, 2006) . When excluding the low quality studies, it can be seen that there is preliminary evidence for the effi cacy of telephone counselling, interdisciplinary team rehabilitation, educational group training and a group outward bound course in improving the quality of life and functional independence of adults with TBI.
Methodological quality of the studies
Studies with small sample sizes lack statistical power and are subject to unstable effects, which reduces the extent to which fi ndings can be generalized . The fi ndings of six of the reviewed studies may be limited, owing to small sample sizes (n = <50) (Carnevale et al, 2002; Hibbard et al, 2002; Thomas, 2004; Walker et al, 2005; Carnevale et al, 2006; Smith et al, 2006) .
The length of the follow-up period is important when considering the stability of the treatment effect. This is particularly relevant in TBI rehabilitation where interventions are aimed at achieving longterm changes. The conclusions from three studies (Bowen et al, 1999; Carnevale et al, 2002; Hibbard et al 2002) should be treated cautiously owing to the lack of a follow-up assessment at a minimum of 3 months after treatment. Control groups are used to reduce the effect of confounding variables infl uencing the outcomes. Three studies (Hibbard et al, 2002; Walker et al, 2005; Ponsford et al, 2006) lacked an appropriate control group which reduces the reliability of fi ndings.
Methods of data analysis can infl uence research outcomes. In quantitative research, the clinical signifi cance of study results is often inferred through statistical signifi cance (Hicks, 2004) . This approach has been criticized for over-simplifying a complex interaction. Powell et al (2002a) acknowledged the distinction between clinical and statistical significance by calculating a 'maximal gain score'. This enables interpretation of the potential clinical impact of their results. This direct application of research findings to a client's daily function increases the external validity and clinical relevance of the study. Caution must also be exercised in interpreting the results of Sinnakaruppan et al's (2005) study, owing to the large number of statistical tests conducted. This increases the risk that positive associations between variables may have arisen by chance (Bowling, 2005) rather than being directly attributable to the effi cacy of the intervention.
CONCLUSIONS Summary of the reviewed evidence
This systematic review sought to investigate the factors that infl uence the effi cacy of community rehabilitation programmes for adults with TBI. Synthesis of the eleven reviewed studies revealed that the outcomes of these programmes are mediated by a complex interaction between programme characteristics, participant characteristics and the methods used to assess outcomes. Variations in study methodology and quality impact the extent to which treatment effi cacy can be demonstrated.
There is evidence to suggest that a telephone counselling service may lead to sustained improvements in quality of life, psychosocial functioning and independence in activities of daily living (Bell et al, 2005) . There is preliminary support for NSBM programmes in reducing problem behaviours (Carnevale et al 2006) . Sinnakaruppan et al (2005) present encouraging fi ndings for an educational group-training programme that simultaneously meets the informational and psychosocial needs of clients and carers. A high quality randomized controlled trial indicates that interdisciplinary team community rehabilitation can lead to gains in functional independence, but it failed to show a treatment effect in other functional areas (Powell et al, 2002a) . There is qualitative evidence for the psychosocial benefits in engaging in a group outward-bound programme (Thomas, 2004 ) and a mentoring partnership programme (Hibbard et al, 2002) .
Limitations of the review
Only one reviewer was involved in the data extraction and critical appraisal process. Although the use of a critical appraisal tool increases the rigour and consistency of the quality evaluation, this process is subjective and therefore may be susceptible to researcher bias. Several measures were implemented to minimize researcher bias; the use of inclusion and exclusion criteria, the rigorous search strategy and the use of a standardized critical appraisal tool.
Implications for practice
Community brain injury teams often cover a large geographical area, limiting the time available to carry out regular face-to-face interventions with clients. This review lends support to the potential benefi t of supplementing traditional rehabilitation techniques with telephone counselling. This may reduce the number of face-to-face sessions needed, which has positive implications for the client and the service provider. For clients who need long-term support from rehabilitation teams, telephone-based therapy may be a cost-effective way of meeting their needs and enabling on-going goal setting. Peer-support groups may be a cost effective way of facilitating psychosocial adjustment for clients and carers after TBI. They may also help to bridge the gap when clients are discharged from formalized rehabilitation services, which can be a challenging time for clients and carers.
Evidence suggests that clients can benefi t from community rehabilitation many years after TBI. Policy makers should therefore consider how clients could access these services at different stages of the recovery process, taking into account the importance of client motivation in determining rehabilitation outcomes (Ashley et al, 1997; Tyerman, 1999) .
Directions for further research
The evidence base for the eff icacy of community rehabilitation for adults with TBI is in its infancy. As community rehabilitation is being given increasing clinical and political attention, the need to conduct rigorous larger-scale research projects becomes imperative . The development of valid and reliable outcome measures to assess outcomes of community rehabilitation needs to be prioritized (Johnston and Miklos, 2002; Ragnarsson, 2006) . This review indicates that the interventions warranting further investigation are telephone counselling and programmes involving mentoring and peer support. Internet-based support groups, which combine the fl exibility of remote interventions such as telephone counselling with the benefi ts of peer support, may also be worth investigating. Interdisciplinary team community rehabilitation also needs further investigation to establish the most effective formula in terms of programme composition and intensity. In addition to investigating clinical effectiveness, the cost-effectiveness of community rehabilitation programmes should be established (Caetano and Christensen, 1999) . To develop the evidence base on the efficacy of community rehabilitation programmes, therapists are urged to ensure that relevant, reliable outcome measures are used to quantifiably demonstrate the therapeutic benefi ts of the services they provide. ■ Individuals with traumatic brain injury (TBI) and their caregivers have high levels of unmet need following discharge from inpatient services. As health-care policies focus more on community-based services, there is a need to explore the effi cacy of these services and how they may be enhanced for clients with TBI.
■ A systematic review was undertaken to investigate the factors which infl uence the effi cacy of community-based rehabilitation programmes in improving the quality of life and functional capacity of adults with severe TBI.
■ Findings suggest that the outcomes of community rehabilitation programmes are mediated by a complex interaction between programme characteristics, participant characteristics, and the methods used to assess outcomes.
■ There is evidence to support the use of distance technologies, such as telephone counselling, in working with adults with TBI and their carers. Group work is also associated with greater improvements in functional status.
■ Future research must ensure the validation of appropriate outcome measures designed specially for use in this population and interventions involving alternative methods of distance technologies and use of peer support groups should be explored. (Reisetter and Abreu, 2005) . Following acute and inpatient rehabilitation, the need for communitybased rehabilitation to enhance re-engagement in socially valued occupations is recognized (Powell et al, 2002) . The authors of this systematic review of eleven studies conclude that there is some evidence that a range of community rehabilitation programmes can be effective even after many years. Included in these findings are programmes that focus on a broad range of interventions from telephone counselling to peer group support. So while the review is useful as a base line for rehabilitation and therapy professionals, there is further work needed to provide an evidence base for future practice. Conducting a systematic review is no small feat and the authors are commended for their attempts to draw together such a diverse range of studies. This critical review provides clear justifi cation of the process adopted and clearly identifi es the limitations of the review and its tentative implications for practice and future research.
KEY POINTS
Several authors have previously conducted reviews of rehabilitation outcomes for people with brain injury. Together with the current review, these authors demonstrate that the range of interventions included under the rehabilitation banner are multidisciplinary and include various approaches that aim to address different outcomes. There is a lack of uniformity of outcome measures, agreed defi nitions and standardized interventions making it problematic to compare the results Chestnut et al, 1999; Cicerone et al, 2002) .
Apart from the variability of rehabilitation processes, comparisons between studies are also diffi cult because of the heterogeneity of participant within programmes. A previous systematic review on community integration following brain injury (Reisetter and Abreu, 2005) demonstrated that community integration was mediated by severity of injury, age, gender, education, prior work, living environment, cognition, emotional status, functional performance and disability. These factors make the process of interpreting the results of systematic reviews to decide on effective interventions diffi cult (Bennett and Bennett, 2000) . There is perhaps more value in replicating programmes in different contexts to compare results across different client groups within the TBI population. Alternatively future research and programme design may be aimed at identify gaps in service as perceived by the client population. The fi nding of Powell et al (2002: p.201 ) that people with longer-standing severe brain injuries 'tended to make greater gains' provides some support to the usefulness COMMENTARY
